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RESIDENTIAL TREATMENT LEVEL II FACILITY
 FORMCHECKBOX 
 THE QUEST 
LOCATED IN SOUTHWEST DURHAM 

THERAPEUTIC FOSTER CARE LEVEL II

 FORMCHECKBOX 
 Level II Therapeutic Foster Care (boys and girls)  

 FORMCHECKBOX 
Therapeutic Family Services + Pathways Intensive In-Home Program 
After submitting the referral application below and speaking to the intake coordinator regarding moving forward for review, please complete the application process and submit the items listed below:

	 FORMCHECKBOX 

	ITEMS NEEDED PRIOR TO PLACEMENT, FOR CONSIDERATION:

	 FORMCHECKBOX 

	Complete application form

	 FORMCHECKBOX 

	Current or previous Person Centered Plan

	 FORMCHECKBOX 

	Psychological evaluation (past year), other evaluations, orders and copies of lab tests

	 FORMCHECKBOX 

	History of court involvement (if any)

	 FORMCHECKBOX 

	Pertinent records of previous placements

	 FORMCHECKBOX 

	Current IEP and other school related materials

	
	ITEMS NEEDED PRIOR TO PLACMENT, AFTER POSITION OFFERED:

	 FORMCHECKBOX 

	Consent forms signed

	 FORMCHECKBOX 

	Physical examination within past 3 months

	 FORMCHECKBOX 

	Social security card/birth certificate

	 FORMCHECKBOX 

	Transcript / immunization records

	 FORMCHECKBOX 

	Service Order /  Signature Page (payment authorization) (RAF if applicable)

	 FORMCHECKBOX 

	CMSED Room and Board Authorization 

	 FORMCHECKBOX 

	SSI denial / Pay stubs / SSI payment verification for Room and Board from Parents

	 FORMCHECKBOX 

	Immunization records / medical records and history

	 FORMCHECKBOX 

	Physician’s orders for any medications (including topical medications)

	 FORMCHECKBOX 

	Other:      

 FORMTEXT 


	 FORMCHECKBOX 

	Other:      


A determination as to the most appropriate services will be made based upon this information. 
With a greater amount of information, a better and more accurate determination of client suitability can be made.

Questions call: (919) 942-1625

Options for Submission

Fax completed packet to: (919) 869-1387


E-mail referral application to referrals@youthquestinc.org (must password protect document and e-mail password in a separate e-mail)
Mail to:

Youth Quest Inc.

Attention: Client Referral

1515 West NC Highway 54, Suite 220, Durham, NC 27707-5576
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YOUTH TODAY, FOR A BETTER WORLD TOMORROW......




MH/DD/SAS Contract Agency

	

	1.  Referral Information


How did you hear about Youth Quest?      
Date:   /  /    
Mental Health Funding Sources: (this is the funding source that will pay for the mental health treatment): 

 FORMCHECKBOX 
 North Carolina Medicaid ID #    -   -   -    
 FORMCHECKBOX 
 North Carolina Health Choice  ID#      
 FORMCHECKBOX 
 IPRS (Integrated Payment and Reporting System): for IPRS must specify LME where funding provided      
 FORMCHECKBOX 
 Private Health Insurance: Include name       Policy Number:       Eligibility Contact Number: (   )    -    
Room and Board:  

Social Security Supplemental Security Income Benefit Eligibility Screening Tool
 FORMCHECKBOX 
 SSI eligible – include date of eligibility   /  /     

 FORMCHECKBOX 
 SSI application made: include date   /  /     

Contact information of person who applied for SSI on behalf of client:      


 FORMCHECKBOX 
 SSI application made and client was denied and is not SSI eligible

IPRS Room & Board

 FORMCHECKBOX 
LME authorized: include LME name       and contact person      


Private 

 FORMCHECKBOX 
 Client’s parent/guardian agrees to pay out of pocket: include responsible name:       preferred contact:      
DSS

 FORMCHECKBOX 
 DSS funding for room and board: County DSS       Social Worker Responsible:      
 FORMCHECKBOX 
 Other (explain):  






*Note: Payment authorization documents including SSI required prior to placement acceptance





Requested admit date:   /  /    
Anticipated Length of stay (note: average stay is approximately 9 months):       
Child’s Name:       


Client LME Record #      
Date of Birth:   /  /    
Address where client is currently residing:                                                                                                                                                   
County of residence:          Social Security #    -  -    
Local Management Entity:  FORMDROPDOWN 
  Other:      
Gender:  FORMDROPDOWN 
      
Race:      
Height:      
Weight:      
Parent(s)/legal custodian/legal guardian name(s):                    
	2.  Family Background


Father’s Name:       
D.O.B. (if known)    /  /    
Address:                                                                                                                                                                        

Phone: Home (   )   -     Work (   )   -     Mobile (   )   -      e-mail address:      
Preferred Contact Method:  FORMCHECKBOX 
 e-mail  FORMCHECKBOX 
 phone: specify  FORMCHECKBOX 
home  FORMCHECKBOX 
work  FORMCHECKBOX 
mobile                      
Occupation:      
Marital Status:                                                     

Mother’s Name:       
D.O.B. (if known)    /  /    
Address:                                                                                                                                                                        

Phone: Home (   )   -     Work (   )   -     Mobile (   )   -      e-mail address:      
Preferred Contact Method:  FORMCHECKBOX 
 e-mail  FORMCHECKBOX 
 phone: specify  FORMCHECKBOX 
home  FORMCHECKBOX 
work  FORMCHECKBOX 
mobile                      
Occupation:      
Marital Status:            

Please describe parental involvement:      
Siblings:
Name


Address



Phone


Age

     



     




(   )   -    

     
     



     




(   )   -    

     
     



     




(   )   -    

     
Significant Others:
Name 

Address


Phone


Relationship

     



     




(   )   -    

     
     



     




(   )   -    

     
     



     




(   )   -    

     
	3.  Medical History Checklist: Please explain any treatment needs checked below.


	 FORMCHECKBOX 

	Respiratory Problems
	 FORMCHECKBOX 

	Dental Problems

	 FORMCHECKBOX 

	Allergies
	 FORMCHECKBOX 

	Visual Impairment

	 FORMCHECKBOX 

	Ear / Nose / Throat
	 FORMCHECKBOX 

	Hearing Deficit

	 FORMCHECKBOX 

	Neurological
	 FORMCHECKBOX 

	Speech Problems

	 FORMCHECKBOX 

	Seizure Disorder
	 FORMCHECKBOX 

	Skin Problems

	 FORMCHECKBOX 

	Gastrointestinal / Disorder
	 FORMCHECKBOX 

	Muscle-Skeletal / Joint

	 FORMCHECKBOX 

	Endocrine Disease / Diabetes
	 FORMCHECKBOX 

	Physical Trauma

	 FORMCHECKBOX 

	Kidney / Urinary / Diseases
	 FORMCHECKBOX 

	Sexually Transmitted Diseases

	 FORMCHECKBOX 

	Heart Disease
	 FORMCHECKBOX 

	Alcohol / Substance Abuse(specify drugs used)

	 FORMCHECKBOX 

	Pregnancy / Abortion
	 FORMCHECKBOX 

	Surgery

	 FORMCHECKBOX 

	Please explain:      


Please explain any special treatment needs marked above:

     
	Prescription Medications
	Dosage 
	Frequency
	Purpose

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	4.  School


Grade Level:      

Current / last school attended:      
Address:    
     
Phone Number: 
(   )   -     Contact Person:      

Is the child in a special class (i.e. BEH, LED, EMH, etc.)?  FORMCHECKBOX 
YES       FORMCHECKBOX 
NO 
If yes, type:                                  

Is the child receiving special resources assistance, speech therapy, LD Resource? 
 FORMCHECKBOX 
YES       FORMCHECKBOX 
NO 
If yes, type:                                                                            

Youth’s approximate GPA:      
Youth’s approximate attendance:      %
Describe youth’s strengths and progress in school:                                                                                                                    
     
Describe youth’s challenges in school:                                                                                                            

     
Has the youth been suspended or expelled from school?  FORMCHECKBOX 
YES       FORMCHECKBOX 
NO 

If yes, explain:      
	5.  Emotional / Behavior Checklist: Please explain any checked boxes below

	 FORMCHECKBOX 

	Abandonment
	 FORMCHECKBOX 

	Multiple Handicaps

	 FORMCHECKBOX 

	Abused Emotionally
	 FORMCHECKBOX 

	Poor Peer Relationships

	 FORMCHECKBOX 

	Abused Physically
	 FORMCHECKBOX 

	Poor Relationships with Authority

	 FORMCHECKBOX 

	Abused Sexually
	 FORMCHECKBOX 

	Poor Relationships with younger children

	 FORMCHECKBOX 

	Arson
	 FORMCHECKBOX 

	Pregnant at this time

	 FORMCHECKBOX 

	Assault Upon Animals
	 FORMCHECKBOX 

	Prostitution

	 FORMCHECKBOX 

	Assault Upon People
	 FORMCHECKBOX 

	Psychotic Episodes

	 FORMCHECKBOX 

	Breaking and Entering 
	 FORMCHECKBOX 

	Recent Suicide Response

	 FORMCHECKBOX 

	Cannot Form Attachment
	 FORMCHECKBOX 

	Runs Away

	 FORMCHECKBOX 

	Depression
	 FORMCHECKBOX 

	Sells Dangerous Drugs

	 FORMCHECKBOX 

	Eating Disorders
	 FORMCHECKBOX 

	Severe Testing of Limits

	 FORMCHECKBOX 

	Encopresis
	 FORMCHECKBOX 

	Sexual Identity Issues

	 FORMCHECKBOX 

	Enuresis
	 FORMCHECKBOX 

	Sexually Aggressive/ Sexually Reactive

	 FORMCHECKBOX 

	Hyperactive
	 FORMCHECKBOX 

	Stealing

	 FORMCHECKBOX 

	Impulsive
	 FORMCHECKBOX 

	Stubborn

	 FORMCHECKBOX 

	Indiscriminate Affection
	 FORMCHECKBOX 

	Use of Weapons: Type                        

	 FORMCHECKBOX 

	Learning Disability Type                           
	 FORMCHECKBOX 

	Withdrawn

	 FORMCHECKBOX 

	Low Self-Esteem
	 FORMCHECKBOX 

	A.I.D.S. or H.I.V.

	 FORMCHECKBOX 

	DJJ Involvement
	 FORMCHECKBOX 

	Other: Please explain


Use this space to explain any checked boxes:       
	6.  Mental Health History and current services:


Please list all dates of previous or current services below:

Outpatient Therapist:     
Current:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
Outcome:     

Would you like Youth Quest to identify an out-patient therapist for this child if placement is made?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Case Manager/Community Support:         Agency:      
Number: (   )   -    
 e-mail:      

Outcome:      

In-patient (please list all dates and locations):     
Outcome:     
Residential Treatment/Foster Care (please list agency, dates served, and location):     
Outcome:     
Other Services (day treatment, family therapy):      
Total number of psychiatric hospitalizations:  Lifetime:
     
Last 12 months:
     
Total number of out-of-home placements (please list all levels, changes of placements, and dates served:      

Outcome:     
Please list all current services including frequency:
Service:        Frequency:      

Service:        Frequency:      
Service:      
Frequency:      

Service:      
Frequency:      
	7.  DSM IV diagnoses and behaviors:


Axis I (include DSM codes):      
Axis II:      
Axis III:      
Axis IV:      
Axis V:       
Current GAF (Global Assessment of Functioning):      
List the youth’s strengths (please include activities, hobbies):                                                                                
     
Please describe problem areas and goals which need to be addressed: 
     
How would you describe a successful placement in this program?  What would you like to see happen from this placement?

     
Has client ever received services through Youth Quest before?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
When?           
	8.  Related Contacts


	
	Name
	Phone/ Email address

	Parent / Guardian
	     
	(   )    -    
     

	Community Support Professional
	     
	(   )    -    
     

	Therapist
	     
	(   )    -    
     

	DSS Social Worker
	     
	(   )    -    
     

	Juvenile Court Counselor

(Probation/Parole Officer)
	     
	(   )    -    
     

	Psychiatrist 

(who prescribes medications)
	     
	(   )    -    
     

	Physician 
	     
	(   )    -    
     

	Family Therapist
	     
	(   )    -    
     

	Guardian Ad Litem
	     
	(   )    -    
     

	Other
	     
	     


INFORMATION FOR CLIENTS

Clients entering Youth Quest will receive information concerning rules, expectations, rights, and privileges within the program, and who has responsibilities concerning their treatment.  This information is shared and discussed with the legally responsible person or agency, the referring person or agency, community support professional, and Youth Quest staff.
OTHER INFORMATION YOU’D LIKE TO ADD TO APPLICATION NOT REQUESTED ABOVE?
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